have been well studied, the experiences of young pregnant and parenting couples are rarely examined. This is concerning because adolescents may become pregnant as a result of IPV victimization, 13 young pregnant and parenting couples are an at-risk group for IPV, 14 and young mothers report physical IPV victimization before and during pregnancy more often than do older mothers. 15 Greater understanding of the relationships between IPV victimization and sexual autonomy and between victimization and postpartum STD acquisition among young parenting couples is needed to inform program initiatives on sexual health.
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BACKGROUND
Previous research supports a strong positive association between IPV and STD susceptibility and acquisition. 7, 16 Males who perpetrate IPV are more likely than those who do not to have concurrent sexual partners and use condoms inconsistently, 17, 18 as well as to have an STD. 19 Moreover, IPV victimization is associated with sexual risk behaviors. 20 These behaviors are more likely to occur under coercion 21 or when poor mental health related to IPV aff ects one' s ability to advocate for sexual needs. 22 For young couples, the postpartum period can be a stress-inducing time, and the social and emotional changes occurring then make the need to understand the relationImplementing eff ective STD prevention programs for pregnant and parenting adolescents is a public health priority. Thirty-nine percent of adolescent mothers acquire an STD within a year of giving birth, while only 10% of adolescents who are not mothers get an STD each year. 1 Acquiring an STD during pregnancy or postpartum can cause serious health issues for women and their children, including ectopic pregnancy, stillbirth, prematurity, infant developmental issues 2 and puerperal endometritis. The risk of STD acquisition appears to be greater among young pregnant and parenting couples in poorly functioning relationships than among their counterparts in welladjusted relationships. 4, 5 Intimate partner violence (IPV) victimization, which is a risk factor for STD acquisition, [6] [7] [8] is prevalent among adolescents and young adults, 9,10 and may be an indicator of a poor relationship. Such victimization may be related to STD acquisition by negatively impacting sexual autonomy-individuals' ability and control to make decisions about their sexual lives, 11 and ability to communicate sexual wishes and boundaries. 12 Despite the prevalence of postpartum STDs among adolescents, no study that we know of has examined both IPV victimization as a risk factor for postpartum STDs and sexual autonomy as a mechanism in that possible relationship. Furthermore, while the sexual health implications of IPV Northeast. Individuals were screened by research assistants; if they were eligible, they were provided information on the study, and research staff answered any questions. Screening occurred at varying times during visits, depending on individuals' availability and how busy the clinic was, but usually while they were waiting for the provider or immediately after appointments. If the biological father or mother was absent during screening (e.g., if the father was approached in the waiting room while the mother was with the provider), research staff requested permission to contact the partner to describe the study.
Inclusion criteria were being pregnant and in the second or third trimester, being aged 14-21 and having a male partner aged 14 or older, and being able to speak English or Spanish. In addition, partners had to be the biological parents of the unborn baby, be in a romantic relationship with each other and agree to participate in the study. In an initial run-in period, participants were deemed ineligible if they were unable to be recontacted after screening and before the estimated due date. Research staff obtained written informed consent at the baseline interview; participants were able to consent to medical care for themselves and their child, and thus parental consent was not required. Participants completed structured interviews via audio computer-assisted self-interviewing. Individuals were paid $25 and, at the end of the interview, were provided with a list of community resources, including for employment, mental health treatment and IPV-related services. The institutional review boards of the study clinics and host institutions approved all procedures.
A total of 296 couples were enrolled in the cohort study. Of the 592 original participants, 225 females (76%) and 196 males (66%) completed the six-month follow-up, and 261 females (88%) and 226 males (76%) completed the 12-month follow-up. Participants who completed follow-up interviews did not diff er from others with regard to sociodemographic, IPV, sexual autonomy and STD measures.
Measures
•IPV. At baseline, participants were asked about any IPV victimization or perpetration that involved their current partner (i.e., the father or mother of the baby); at six months postpartum, they were asked about IPV experiences involving a romantic or dating partner since the baseline interview. Specifi cally, at each interview, they answered two items about physical abuse from the revised Confl ict Tactics Scale 27 (e.g., whether they had been shoved or punched), one item about psychological aggression from the same scale (i.e., whether they had been sworn at or called names) and fi ve items about sexual abuse from the Sexual Experiences Survey 28 (e.g., whether they had been forced to have sex). Both partners' reports of victimization and perpetration were used to create an upper-bound estimate-that is, we considered IPV to have occurred if it was reported by at least one partner. Four scores were created by summing the responses: female IPV victimization at baseline and six months postpartum, and male ship between IPV victimization and STD acquisition particularly important. For example, stress experienced during the postpartum period is associated with IPV and substance use, and these behaviors are related to reduced condom use self-effi cacy.
1 Also, young couples often experience relationship dissolution, sometimes as a result of IPV, and acquiring a new sexual partner following a birth is associated with STD acquisition among adolescents. 5 To design eff ective STD prevention programs for young pregnant and parenting couples, it is critical to understand whether IPV victimization is associated with postpartum STD acquisition in this population and, if so, to identify potential indirect pathways in this relationship. 1 Sexual autonomy may be an indirect pathway linking IPV victimization and postpartum STD acquisition among young pregnant and parenting couples. Experiences of IPV victimization may negatively aff ect sexual autonomy, and hence lead to STD acquisition. For example, women who experience IPV victimization describe limited opportunities and ability to sexually express themselves in their relationships, which may lead to poor sexual health outcomes, including STDs. 23 Similarly, adolescents in abusive relationships may feel a lack of control over their sexual health, especially if they are fearful of partner retaliation or are unable to negotiate safer sex practices. 24 This fear and lack of control may make it diffi cult to practice safer sex, which may result in STD acquisition. Further exploration is needed to understand the role of sexual autonomy among young pregnant and parenting couples with and without IPV victimization experiences, since some research has found that sexual autonomy is a modifi able characteristic.
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Building upon previous research on sexual risk among couples, 26 the current study examines individuals' and partners' experiences of IPV victimization and sexual health longitudinally. We seek to understand if and how IPV victimization relates to sexual health among young pregnant and parenting couples, and whether associations are similar for women and men. We hypothesize that IPV victimization will be negatively associated with sexual autonomy; sexual autonomy will be negatively associated with postpartum STD acquisition; IPV victimization will be positively associated with postpartum STD acquisition; and sexual autonomy will mediate the association between IPV victimization and acquiring a postpartum STD (i.e., the postpartum STD risk associated with IPV victimization will be explained to some extent by the low level of sexual autonomy related to victimization).
METHODS

Study Design
This analysis used data collected at baseline and at sixmonth and 12-month follow-ups for a prospective cohort study that examined relationship characteristics and the health of pregnant adolescents and their male partners. 4 Participants were recruited between July 2007 and February 2011 at obstetrics and gynecology clinics in four university-affi liated hospitals in three cities in the U.S. received a diagnosis) and STD at the 12-month interview (based on positive laboratory test or self-report of an STD in the last year). Previous research has validated the reliability of self-reporting of STDs among adolescent and young adult populations, suggesting strong concordance between self-reported and laboratory-tested STD diagnoses.
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•Covariates. Sociodemographic characteristics were gender, age, race and ethnicity, and, at the 12-month interview, having concurrent sexual partners and being in a relationship with the mother or the father of the baby.
Analysis
Descriptive statistics were computed for sample characteristics, and McNemar chi-square and paired t tests were used to assess diff erences between female and male partners. Because dyadic data are interdependent, Pearson correlations were used to measure agreement and nonindependence within distinguishable dyads.
34 Descriptive analyses were conducted using SAS 9.4.
Structural equation modeling, which is useful for studying dyads, 34 was employed to assess a sexual autonomy measurement model, the direct eff ects of IPV and sexual autonomy, and the mediating eff ects of sexual autonomy. Our model examines sexual autonomy at the individual level for both females and males, to take into account the possibility that external factors such as pressure to adhere to gender norms shape behaviors diff erently among women and men.
35 Standard goodness-of-fi t statistics for confi rmatory factor analysis were used to determine the model' s fi t: root mean square error of approximation of less than 0.08 and a comparative fi t index and Tucker-Lewis index of at least 0.90, 36 with factor loadings of at least 0.40. 37 (Factor loadings represent the strength of the relationship of the observed indicator to the latent variable-for example, the relationship of sexual communication to sexual autonomy.) Normality tests were conducted to examine the condom use self-effi cacy scores for skewness; the scores were not skewed and therefore remained continuous. Measurement invariance was also tested, to ensure that the underlying construct was equivalent for males and females. Structural equation modeling was conducted using Mplus 7.0.
Next, the actor-partner interdependence model was used to assess direct eff ects. The model accounts for interdependence within dyads and estimates both actor eff ects (e.g., eff ects of females' IPV victimization on females' sexual autonomy) and partner eff ects (e.g., eff ects of females' sexual autonomy on males' STD acquisition). 34 Analyses of pathways to sexual autonomy and postpartum STDs controlled for STD history and sociodemographic characteristics. Covariates were chosen on the basis of significance at p<.10 for comparisons between females and males or because of previous research suggesting associations between sociodemographic, relationship and sexual health variables. 1 Full information maximum likelihood estimation was used to estimate the parameter values for the postpartum STD models because it allows missing data at the postpartum interviews to be estimated.
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IPV victimization at baseline and six months postpartum. Correlations showed congruence between females' reports of victimization and males' reports of perpetration (r=0.14, p<.01, at baseline; r=0.28, p<.001, at six months), and between females' reports of perpetration and males' reports of victimization (r=0.17, p<.01, at baseline; r=0.24, p<.001, at six months).
•Sexual autonomy. Sexual autonomy is a poorly measured phenomenon, and we modeled it as a latent variable. Latent variables explain relationships among observed variables that, together, represent a larger concept. 29 Given research demonstrating positive associations between sexual autonomy and condom use self-effi cacy 30 and between autonomy and sexual communication among adolescents and young adults, 12 we used three indicators assessed at the six-month interview to capture sexual autonomy: sexual communication, condom use assertiveness and condom use despite partner' s disapproval.
Sexual communication was assessed using four items from a seven-item investigator-developed scale. Condom use assertiveness and condom use despite partner' s disapproval were assessed using three and fi ve items, respectively, from the Condom Use Self-Effi cacy Assertive and Partner' s Disapproval subscales of the Condom Use Self-Effi cacy scale. 31 Participants were asked about their ability to persuade their partner to use a condom (e.g., "I feel confi dent in my ability to suggest using condoms with a partner") and their use of a condom with their partner' s approval (e.g., "If I were to suggest using a condom to a partner, I would feel afraid that he/she would reject me"). They rated these items on a scale of 1 ("strongly disagree") to 5 ("strongly agree"). Total scores were created by summing responses; higher scores indicate greater assertiveness and greater ability to use condoms against a partner' s wishes. Internal consistency was good for both indicators (Cronbach' s alphas, 0.80 and 0.81).
Correlations showed congruence between female and male reports of sexual communication (r=0.17, p<.01), condom use assertiveness (r=0.17, p<.01) and condom use despite partner' s disapproval (r=0.13, p<.05).
•STD diagnosis. Urine samples collected at the baseline and 12-month interviews were tested for Chlamydia trachomatis and Neisseria gonorrhoeae through nucleic-acid amplifi cation tests. 32 Participants also reported whether a provider had told them that they had one of the following STDs: chlamydia, gonorrhea, genital herpes, genital warts or human papillomavirus, hepatitis or syphilis. Two summary variables were created for all participants: history of STDs at baseline (based on self-reports of ever having Perspectives on Sexual and Reproductive Health 36%) or white (16% vs. 11%). Males were more likely than females to have concurrent sexual partners at the 12-month follow-up (9% vs. 5%), and females were more likely to have ever had an STD at baseline (34% vs. 18%). Males reported a slightly higher average number of IPV victimization experiences than females at both baseline (1.6 vs. 1.0) and the six-month follow-up (0.9 vs. 0.7). Females scored higher than males on condom use assertiveness (mean, 4.1 vs. 3.9 on the 1-5 scale). Twelve months after the birth, the majority of both males and females (82-83%) were still in a romantic relationship with their partner, and one in 10 of all participants had reported STD diagnoses in the last year.
Fit statistics for the sexual autonomy latent variables and the structural equation model suggest an excellent fi t ( Table 2 ). The structural model accounted for 53% and 59%, respectively, of the variance in females' and males' STD acquisition in the year after the birth. Four actor and four partner eff ects were signifi cant ( Figure 1) . Females who experienced IPV victimization at baseline were more likely than others to report having a postpartum STD (coeffi cient, 0.4) and to report IPV victimization six months postpartum (0.3). Males who experienced IPV victimization at baseline had a reduced likelihood of being involved with a female partner who had a postpartum STD (-0.7) and an elevated likelihood of reporting IPV victimization six months after the birth (0.5). For males, reported victimization at baseline was also negatively associated with female partners' sexual autonomy at six months (-0.3), but reported victimization at six months was positively associated with female partners' sexual autonomy (0.2). Finally, females' sexual autonomy at six months was inversely associated with the likelihood of both reporting an STD 12 months after the birth (-0.4) and being involved with a male partner who reported one at that time (-0.4). We found no evidence that sexual autonomy mediated the association between IPV victimization and postpartum STDs for males or females.
Finally, mediating eff ects of sexual autonomy were tested while we controlled for covariates. Signifi cance was assessed using 5,000 bootstrapped samples to obtain standard error estimates, and eff ects were deemed signifi cant at p<.05.
RESULTS
On average, females were younger than males (19 vs. 21- Table 1 ). Females were less likely than males to be black (40% vs. 48%), and more likely to be Hispanic (40% vs. victimization at baseline was negatively associated with female partners' sexual autonomy, while victimization during the six months after a birth was positively correlated with their partners' autonomy. These fi ndings may indicate that healthy, nonviolent relationships support young females in expressing their sexual autonomy within the fi rst six months after they give birth.
Females' sexual autonomy was negatively associated with postpartum STDs for both females and males. Romantic partners can infl uence each other' s sexual health, 4 and our fi ndings support and expand on previous research demonstrating that women who exercised more household decision-making autonomy had increased infl uence on the timing of sexual intercourse, 39 and that women' s adherence to traditional gendered expectations of sexual behavior was associated with reduced sexual autonomy and selfesteem. 40 Thus, young mothers in egalitarian relationships may be able to exhibit their sexual autonomy and feel empowered because their social status in the relationship is valued. Females with higher sexual autonomy may also be engaging their partners in conversations about their sexual needs and wishes, leading to more closeness and stronger relationships. This is key, as poor relationship functioning has been related to important determinants of STDs, such as sexual partner concurrency. 4 Our fi ndings contribute to
DISCUSSION
To our knowledge, this is one of the fi rst studies to examine associations of IPV victimization and sexual autonomy with postpartum STDs among young couples. Although mediation was not observed, our fi ndings provide evidence that IPV victimization and sexual autonomy are associated with postpartum STD acquisition. In particular, for females, IPV victimization was associated with having a postpartum STD, whereas for males, it was associated with a female partner' s having no postpartum STD and having lower sexual autonomy. In addition, female sexual autonomy was negatively associated with both females' and their male partners' likelihood of acquiring an STD within a year after a birth. These fi ndings suggest that IPV victimization is a potential risk factor for postpartum STDs for females and that females' sexual autonomy may protect both dyad members from contracting an STD. Programs for young parenting couples should address the importance of healthy, nonviolent relationships and encourage couples to strengthen the female partner' s sexual autonomy.
There is a complex, gendered relationship between IPV victimization and sexual autonomy among young parenting couples. In contrast to what previous research has demonstrated, we did not fi nd that IPV victimization was related to one' s own sexual autonomy. Moreover, for males, Standardized coeffi cients (and standard errors) from structural equation models assessing pathways among young  couples' IPV victimization, sexual autonomy and STD acquisition within 12 months after a birth that our analyses did not account for past IPV experiences with individuals who were not participants' current partners. Research should explore associations between past IPV and couples' sexual health, because past victimization may impact current health behaviors. Our model also employed a sexual autonomy latent variable, as opposed to a reliable, validated scale; further research should develop a scale that captures sexual autonomy for both females and males. Finally, the level of postpartum STD acquisition was low; hence, caution should be taken when interpreting the STD fi ndings generated by the structural equation modeling.
Conclusions
Results from our study support clinical screening guidelines and provide potential target areas for couple-based, behavioral STD interventions. The U.S. Preventive Services Task Force recommends STD screening for females aged 24 or younger, including pregnant women, 46 as well as IPV screening and referral to intervention services for women of childbearing age. 47 Such screenings may help to identify young pregnant females who are at risk, and who may benefi t from other sexual and reproductive health services. Young pregnant females may also benefi t from traumainformed care-woman-centered care that is confi dential and that provides resources and protection. 48 Sexual autonomy among young pregnant and parenting couples is an important, yet understudied, concept. Given its apparent protective nature, the eff ectiveness of couplebased behavioral STD interventions may be enhanced if they are designed to promote females' increased sexual autonomy. One approach is to promote gender-equitable attitudes and practices among young parents, possibly in group education settings and parenting programs. 49 Behavioral interventions could also draw upon a strengthbased approach to adolescent sexual and reproductive health, which would be based on the understanding that all youth have strengths and assets that can be further supported, and that interventions must be respectful of youth and avoid fear-based messaging. 50 Promoting young parenting couples' capacity to freely express their sexual selves and fostering healthy, nonviolent behavior are necessary elements in strengthening targeted STD prevention programs. a better understanding of the possible infl uence of sexual autonomy, but future research is needed to develop a validated and reliable sexual autonomy scale. This study' s fi ndings also suggest that females' and males' experiences of IPV victimization are diff erentially related to a female' s risk for postpartum STD acquisition. For young parenting females, IPV victimization was positively associated with postpartum STDs, which is consistent with previous research showing a positive correlation between victimization and STDs among nonparenting adolescents. 41 Indeed, young mothers may be involved in relationships with abusive male partners who are engaging in risky sexual behaviors. Another potential explanation relates to the theory of gender and power: Gender-based power imbalances may place women who experience abuse at greater risk for STDs. 42 Young mothers who experience IPV may fear partner retaliation for requesting safer sex practices, which may result in condom nonuse. Furthermore, sexual IPV such as forced or coerced sex can increase a woman' s susceptibility to STDs. Moreover, males' IPV victimization was associated with a reduced likelihood of having a female partner who acquired a postpartum STD. This association should not be interpreted as a protective eff ect. Instead, it may refl ect that females who perpetrate IPV do not engage in risky sexual behaviors in the postpartum period.
These gendered diff erences in victimization and STD acquisition may be clarifi ed by research on gendered forms of STD risk behaviors. For example, males who perpetrate IPV report a greater number of gendered STD risk behaviors, such as having concurrent partners and refusing to use condoms, which may refl ect gender-based power imbalances.
17,43 Social norms about masculinity and femininity can support males' perpetration of IPV because some masculine norms perpetuate men' s control and dominance over women. 43 However, these social norms would not support women' s perpetration of IPV against a male partner or engagement in gendered STD risk behaviors. Future research should explore the possible associations between female perpetration of IPV and STD risk behaviors.
Limitations
This study has a number of limitations. It relied on selfreported data for IPV, which is subject to underreporting because of social desirability bias. It also used an upperbound estimate for IPV victimization (i.e., an episode of IPV was counted as long as one partner reported it) to help reduce potential bias eff ects, since couples tend to disagree on IPV occurrences 44 and reports of IPV may be lower among young adolescents than among older ones. 45 Furthermore, although the congruence assessments for IPV were statistically signifi cant, the strength of the associations was modest. Future research is needed to develop new measures for dyadic reporting of IPV among young couples.
In addition, the data used for the analyses are more than fi ve years old; some caution should be taken when interpreting these fi ndings, as adolescents' risk for and incidence of STDs could have changed. Another limitation is 
